non-percutaneous coronary intervention (PCI) facility. ACC/AHA Clinical AMI Performance Measures recommend a benchmark of Յ30 minutes DIDO time. However, recent studies indicate this is difficult to achieve. Our goal was to evaluate the effect of various DIDO times on clinical outcomes. Methods: Using a comprehensive prospective regional STEMI program database, we evaluated the outcome of STEMI patients based on DIDO times of Յ30 minutes, 30-45 minutes, 46-60 minutes, 61-90 minutes, and Ͼ90 minutes. Results: Of 3,435 consecutive STEMI patients who presented to the Minneapolis Heart Institute at Abbott Northwestern Hospital regional STEMI system 4/03 to 12/11, 2,589 were transferred from non-PCI facilities (Zone 1 0-60 miles, Zone 2 60-210 miles). The baseline characteristics and outcomes for the DIDO groups are shown in Table 1 . Longer DIDO times occurred in patients with increased age, history of diabetes, presentation during off-peak hours, self-transfer to non-PCI hospital, no intervention performed, and Zone 2 patients. As expected, patients with shorter DIDO times were more likely to have a door to balloon time Յ120 minutes, but there was basically no difference in Ͻ30 and 30-45 minutes groups (96.5% vs. 94.5%). Patients with DIDO Ͼ90 were less likely to have a culprit artery which required an intervention. When adjusted for difference in baseline characteristics, there were no differences in 30 day or 1 year mortality. Conclusions: DIDO time is a complex measure influenced by many factors. There is with basically no difference in clinical outcomes for patients with DIDO Ͻ30 compared to 30-45 minutes. Clinical outcomes appear to be more related to factors which increase DIDO time than the time itself.
Among patients without conclusive STEMI, 41% had positive biomarkers and a number of differential diagnoses were identified. Conclusions: In this real-world setting, the positive predictive value of clinically suspected STEMI was 79%. A substantial number of "false-positive" patients would have received fibrinolysis if acute angiography had not been available.
TCT-532
The Effect of Northeast Japan Earthquake on Acute Myocardial Infarction Background: Tragic magnitude 9.0 earthquake hit Northeast Japan on 11 March 2011. Even at Medical center in Chiba prefecture which is located 400 km away from a hypocenter have experienced a strong quake. City's function was thrown into confusion for couple of days, but not so many people were reported to be dead in our medical district and population change was limited. According to the past statistics, in such a disastrous situation, tend to increase acute myocardial infarction (AMI) patients. Our objective was to investigate whether disaster stress will increase AMI patients. Results: The number of AMI patient for 2011 March was 15 (14 underwent percutaneous coronary intervention) and average for 2006 to 2010 plus 2012 group was only at 5.7. The AMI number after catastrophe increased by 163% and strong correlation between the number of aftershock and AMI were seen. There were no significant difference between groups in age, gender, coronary risk factors, culprit lesion and mean blood pressure at arrival.
